INTRODUCTION
In an era of dissatisfaction with many public services, the strength of British primary care, and especially general practice, leads other countries to look enviously at the UK. 4, 5 We can say, with some certainty, that healthcare systems which are oriented towards primary care generally produce high quality, equitable and efficient care. 6 In this article we assess how well this holds true in the NHS and in reviewing the evidence describe where there might be weaknesses in British general practice. We think that British general practice should be measured against four dimensions:
. equity . quality of clinical care . responsiveness to patients . efficiency and that there are three important characteristics that contribute to this success:
. coordination . continuity . comprehensiveness EQUITY Compared to other healthcare systems the NHS does well in respect of equity; 7 the ability to provide healthcare in relation to the need of the whole population. The reason for this is partly because having the whole population registered with a strong primary care service improves equitable access. In contrast, healthcare systems that are orientated towards specialist care tend to reinforce inequalities in access. 8 The absence of financial barriers to primary care contributes to equity and means that patients in the UK are least likely to report that they do not use services because of the cost of care. 9 There are some notable recent achievements in providing equitable care in the NHS. For example, Figure 1 shows the proportion of practices in affluent and deprived areas achieving the target of over 80% of eligible women having received a cervical smear. Showing not only that overall rates are high and have increased since 1990, but that there has been progressive narrowing of the difference between affluent and deprived districts since 1990. 10 Similar narrowing in the social gradient for childhood immunization is seen in this period. 11 These improvements in equitable care have, arguably, been one-off improvements through a target-based approach. Indeed, when looked at more broadly, the aim of providing equitable care across the UK is not perfectly realized for all population groups. For example, women and people from ethnic minorities may receive worse care for coronary heart disease compared to men and Caucasians. 12, 13 The challenge for general practice is to realize the potential of the registered population and to narrow the gap between affluent and deprived for other aspects of health. 14 While good access to primary care appears to minimize the effects of health inequalities, 15 the inverse care law still applies to the distribution of general practice in the UK, so that those areas which are in greatest need are may have least resource. These inequalities have got worse in recent years. 16 This is mainly because in Britain no successful solution has been found by policy makers and general practice leaders, although there is extensive experience from other countries of strategies that can be used to improve the supply of doctors in underserved areas. 17
QUALITY OF CLINICAL CARE
Significant strides have been made in improving quality of clinical care in general practice in the UK; the care provided now bears little relation to that provided a few years ago. 18, 19 These changes can be attributed to the development of clinical audit, to the gradual acceptance of the role of role of evidence based practice (e.g. the use of clinical guidelines) in certain areas of practice and, in some cases, the targeting of resources towards improving quality of care. [20] [21] [22] However, more detailed analyses of the processes of care reveal that there are substantial gaps, with wide variation in the quality of care, especially for chronic diseases. 23 The recent emphasis on access as an integral part of quality of care has focused on waiting times. The government's challenging targets of access to a health professional within 24 hours, and access to a general practitioner within 48, have ostensibly been met. 24 However, an over-rigid approach to providing 48-hour access means that in many areas patients now have difficulty in booking appointments at a convenient time ahead. 25 Patient expectations are very high in terms of being able to be seen rapidly, but many also expect high standards of continuity of care. 26 
RESPONSIVENESS TO PATIENTS
Patient surveys in the UK indicate high levels of satisfaction with primary care while also identifying areas for improvement, especially around patient responsiveness. We suspect that patient satisfaction has been enhanced by the changing pattern of general practice with increasing numbers of GPs, longer consultation times, and increased use of the wider primary care team. Significant weaknesses identified in recent surveys included scope for better patient involvement in decisions about care and treatment, particularly decisions about medication and information about side effects. These results were confirmed by a survey of patient experience of primary care in five countries that reported the UK performing worse than other countries in relation to information about medicines, shared decision making, patients' access to records, preventive advice, and self management of chronic disease.
EFFICIENCY
A study involving 11 developed countries, demonstrated that higher primary care orientation was associated with markedly reduced cost ( Figure 2) . 27 As the figure shows, the UK had one of the lowest costs and a high orientation towards primary care. A systematic review of accident and emergency care suggests that broadening access to general practice reduces demand for more expensive, specialist-led hospital care. 28 This type of analysis has proved highly influential among policymakers and healthcare funders, although shifting resources away from hospitals to primary care often lags behind policy intent.
CO-ORDINATION, CONTINUITY, COMPREHENSIVENESS
Why do primary-care orientated health systems deliver higher quality clinical care, with high levels of satisfaction, whilst more efficiently and equitably? We believe there are three characteristics that above all others contribute to this success: co-ordination, continuity and comprehensiveness.
Coordination of care
The presence of the registered list confers an advantage on the NHS's potential to coordinate patients' care in the community. Coordination of care becomes increasingly important as the population ages and the prevalence of comorbidity increases. Such co-morbidity occurs disproportionately within populations that are socio-economically disadvantaged or elderly, and particularly within populations which are both. 29, 30 Hospitals, which are designed for acute episodic care, find it increasingly difficult to meet and co-ordinate the complex needs of these patients. 31, 32 Within primary care, general practice teams often pride themselves on providing effective team care. Indeed, coordinated team-working is one of the most consistent predictors of quality of care across a range of aspects of practice. 33 With a large divide between primary and
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V o l u m e 9 9 J a n u a r y 2 0 0 6 Figure 1 Percentage of UK general practices reaching 80% target of eligible women receiving cervical cytology (derived from data in Ref. 10) secondary care as exists in the NHS, ensuring coordinated care across boundaries is an important aspect of the GP's work, perhaps more than ever as hospital departments become increasingly specialized, with reducing opportunities for anyone other than the GP to have a complete overview of the patient's care.
Continuity of care
Long-term personal continuity is perhaps most central to the ethos of British general practice. There is little doubt about the benefits of continuity in certain circumstances. Having a doctor who is known and trusted is highly valued by patients especially when they have serious or psychological problems. 34 For doctors a long-term relationship makes both diagnosis and care easier. [35] [36] [37] Continuity of care increases understanding between doctor and patient, may increase compliance, and may also reduce the opportunity for medical errors to be made. 38, 39 Despite these benefits, the NHS model of the individual GP offering continuity to individual patients, sometimes 24 hours a day and 7 days a week, has changed markedly in recent years. 40 This is partly the result of developments within practices (e.g. larger teams, more delegation and increased part time working) and partly the result of developments outside practice (e.g. the arrival of new points of contact with the NHS such as NHS Direct, and walk in centres). Of particular importance has been the development in out-of-hours-services, notably with the start of the arrangements whereby GPs started to work together in larger cooperative groups. This change has brought benefits to GPs but it has made continuity of care more difficult and, of course, has been enshrined by the new GP contract which has seen large numbers of GPs voluntarily relinquish their out of hours duties.
Comprehensive care
International comparisons are of interest; compared to primary care physicians in other countries, UK GPs provide a less comprehensive service. In the USA, for example, providing in-patient care and maternity care have recently been defined as core elements of the work of a family practitioner, 41 and many have admitting rights to local hospitals (though they are also concerned that the scope of their work is too broad 42 ). In rural countries like Australia, GPs provide a wide range of services that that would rarely be seen in UK primary care. In comparison to other European countries, the UK GPs are more extensively involved in chronic disease management, but less involved in health education than in most countries. 43 The range and scope of services offered by practices has changed markedly over the years. For example, hypertension was previously the provenance of the specialist but is now a condition which specialists only treat in its malignant or rare forms. Patients prefer a comprehensive service close to their home with that service being provided by their general practice with input, if appropriate, from a specialist.
CONCLUSION: THE FUTURE
General practice has changed with the times. The development of group practices and primary care teams, the provision of more services in primary care, the reduction in list sizes, the increase in consultation times,
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V o l u m e 9 9 J a n u a r y 2 0 0 6 Figure 2 Relationship between costs of health care and primary care orientation in twelve developed countries (derived from data in Ref. 27) and the reduction in the time patients wait to see a GP or other primary care professional testify to the changes that have occurred in recent years. Despite these changes, many would argue that general practice in Britain has been slow to adapt to social changes. Patient responsiveness is arguably the weakest aspect of general practice and might be getting worse with restriction in opening times. In particular, the ability of British general practice to meet patients' expectations of greater involvement in their own care appears to lag behind other countries. Further, despite many improvements in the quality of care in general practice, problems remain. Finally, although contributing to improvements in equitable healthcare, some groups appear to lose out, either through the poor delivery of care or problems of access to a local practice. Looking to the future, British general practice will have to adapt to the demands of the government for continuing improvements in equity, efficiency, clinical quality and patient responsiveness, and to the expectations of the staff delivering primary care for work that is both stimulating and manageable alongside other commitments. We believe that one way of squaring the circle would be for GPs to make greater use of the wider primary care team, including nurses, pharmacists and allied health professionals, thereby enabling doctors to focus on what they can do best, such as the assessment and management of poorly differentiated symptoms. Whether current reforms, designed to introduce choice and competition into general practice, will deliver benefits is less certain; or to be more precise, whether the probable improvements in some aspects of general practice (e.g. responsiveness) might be at the expense of problems in other areas (e.g. equity) remains to be seen.
